In 1963 Fegan' described the principles of successful compression sclerotherapy, which entailed maintaining firm, uninterrupted compression for six weeks, thereby preventing the formation and spread of thrombosis. Since many patients find bandaging for this long uncomfortable some surgeons have modified Fegan's original principles, but there have been no controlled studies to evaluate the importance of the period of compression. We therefore conducted a randomised prospective trial to compare the results of compression bandaging for three and six weeks after sclerotherapy.
score their comments regarding pain, mobility, cosmetic appearance, and general satisfaction with the procedure. The doctor scored his findings regarding phlebitis, pigmentation, induration, and the disappearance of varicosities.
The table shows the mean scores for the two groups at each assessment up to two years. The scores for patients' symptoms and doctors' findings on examination were similar. Although in every case bandaging for three weeks appeared to produce more favourable results than bandaging for six weeks, the differences were not significant. During the study 11 patients in the sixweek group (14 %) and five (7 %) in the three-week group needed further treatment for recurrence after sclerotherapy. Doctors' assessment 3 weeks 4-9 5-1 5-5 6 weeks 5-7 5 0 5-9 6-9
All differences between pairs were not significant (p>0 1), using 
Methods and results
Fifteen men (age range 48-68 (mean 57) years) with mild essential hypertension (WHO I, normal intravenous pyelogram) whose treatment included a beta-blocker stopped taking the beta-blocker but continued any other antihypertensive treatment-namely, a diuretic in 11 cases (cyclopenthiazide in six, tienilic acid in five, prazosin in two, and none in two).
Four to five months after stopping the beta-blocker, but while continuing with the other' antihypertensive agents and without dietary restrictions, the patients attended as outpatients for the following tests of renal function: serum creatinine and urea concentrations, creatinine clearance, 5tCr-EDTA clearance for estimation of glomerular filtration-rate, and 251I-iodohippurate clearance for estimation of effective renal plasma flow as described in a study with atenolol. On test mornings patients fasted but took their tablets at the usual time, which varied from 06.00 to 08.00 between patients but was constant for individual patients. On a separate occasion, when the patients had not fasted but had taken their tablets at the usual time, blood pressure and pulse rate were measured four times with the patients lying and standing by trained technicians using an electronic version of the London School of Hygiene and Tropical Medicine blind manometer and phase IV of the Korotkoff sounds. Nadolol was then started at a dose of 20 mg/day; the patients continue;I to take the other antihyper-tensive agent, the dosage remaining unchanged. Conversion: SI to traditional units-Serum creatinine: 1 mmol/lz 11-3 mg/100 ml. Serum urea: 1 mmol/1 6 mg/l00 ml. Sodium and potassium excretion: 1 mmol/ 24 h= 1 mEq/24 h.
Comment
An effective antihypertensive dose of nadolol caused neither a reduction nor an increase in renal function in these patients with mild hypertension who had only slight renal impairment.
Renal perfusion and filtration rate depend on a complex interplay of many factors, and the net effect of giving a beta-blocker is probably determined by its effect on cardiac output and renin release and by a direct effect on renal vasculature, which in the dog is reported to have both (3k-and 32-receptors.5 Preservation of renal function during beta-blockade is probably not solely dependent. on cardioselectivity and may be important in patients with renal disorders. Severe aortic stenosis from calcification of bicuspid valve. Case 3: electrocardiograms at initial presentation (above), and 54 months later after the development of severe left ventricular failure (below).
(2) A man aged 55 presented in December 1971 with recurrent palpitation. He had a "slightly slow-rising" pulse, ejection systolic murmur, and soft immediate diastolic murmur. The chest radiograph was normal. The ECG showed left axis deviation and lateral T wave inversion. There was a peak systolic gradient of 15 mm Hg across. his lightly calcified aortic valve. Left ventricular contraction was normal. In March 1977 he developed effort angina. The results of physical examination were unchanged, but his chest radiograph showed calcification in the aortic valve and the ECG an increase in R wave voltage (though this was still within normal limits) and more prominent T wave inversion. The aortic valve gradient was 95 mm Hg. There had been no deterioration in left ventricular function or increase in aortic regurgitation. Coronary angiography showed stenoses in all major vessels. At operation a heavily calcified bicuspid valve was replaced and three
